We report the case of a large dissecting aneurysm of the anterior cerebral artery revealed by cerebral infarction in 38-year-old man. The volume and aspect of the aneurysm initially led us to the diagnosis of saccular aneurysm. Given the complete thrombosis, the risk of bleeding was low and antithrombotic therapy was started. Surgery could be discussed later. However radiological monitoring by MRI (magnetic resonance imaging) showed a rapid decrease in volume of the aneurysm. The final angiography found an aspect of stenosis followed by a little arterial dilatation. The diagnosis of dissecting anterior cerebral aneurysm was a posteriori established.
INTRODUCTION
Intracranial dissecting aneurysms have been increasingly reported and are recognized as a common cause of stroke (9). Spontaneous dissecting aneurysms occur most commonly in the vertebrobasilar circulation and are frequently revealed by subarachnoid haemorrhage (13) . Radiological diagnosis is difficult as the typical double lumen aspect is rarely found. This diagnosis should therefore be systematically discussed, especially in young patients (9). The treatment remains controversial.
We report a rare case of large dissecting aneurysm revealed by an ischemic stroke that was initially misdiagnosed due to the atypical clinical and radiological presentation.
CASE REPORT
A 38-year-old male, without any medical history, was admitted to our institution for progressive headaches of 8 days duration. Physical examination revealed a weakness of the left lower limb. Brain CT scan showed a rounded hyperdense lesion in the interhemispheric fissure. Magnetic resonance imaging (MRI) confirmed a large thrombosed aneurysm of the right anterior cerebral artery (ACA) located at the CA1-CA2 junction. It also revealed a recent ischemic stroke in the right ACA territory ( Figure 1A-C) . The aneurismal sac measured 20 mm and its orientation was left-sided. Conventional angiography confirmed complete aneurysm thrombosis by the absence of blood circulation in the aneurismal sac. It also detected a small saccular aneurysm of the left middle cerebral artery (MCA). We then retained the diagnosis of thrombosed saccular aneurysm complicated by an ischemic stroke. Given the complete thrombosis of the aneurysm, the risk of bleeding was estimated to be low and as the aneurysm was revealed by ischemia, we introduced antiplatelet therapy (Aspirin® 75 mg a day). Clinical and MRI monitoring for both aneurysms has been decided in the multidisciplinary meeting. The aneurysm of the left MCA was stable over time, while the thrombosed ACA aneurysm progressively decreased in size (Figure 2A ,B). Due to this change, the hypothesis of a dissecting aneurysm was discussed, but as there was no recanalization, we decided to continue the simple supervision. At 3 years, the MRI was in favor of a partial recanalization of the aneurysm. Conventional angiography depicted a typical aspect of dissecting aneurysm, which associates narrowing followed by lumen dilatation ( Figure 3A ,B). Supervision is still ongoing.
DISCUSSION

Clinical Findings
Intracranial dissecting aneurysms have been increasingly reported and are recognized as a common cause of stroke.
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Spontaneous dissecting aneurysms occur most commonly in the vertebrobasilar circulation and are frequently revealed by subarachnoid haemorrhage. Anterior dissecting aneurysms are rare, occur more likely in internal carotid and middle cerebral arteries (5) and are commonly revealed by ischemic attack. ACA dissecting aneurysms are known to occur in younger patients (13) (mean age 48.2 years) with a slight male predominance (12) . Hypertension and atherosclerosis may be risk factors (13) . Intracranial artery dissection may be related to connective tissue diseases affecting the arterial wall like fibromuscular dysplasia or autosomal dominant polycystic kidney disease which have been reported to be other possible causes (11) . Regardless of the location, haemorrhagic forms occur in patients harbouring significant dilatation or fusiform aneurysm while ischemic forms occur in the presence of a stenosis. In our case the dissection has been revealed by ischemic stroke despite the significant size of the dilatation, as it was completely thrombosed. Headache is the most common symptom and is thought to be caused by the dissection of the arterial wall (6).
Radiological Findings
Diagnosis of dissecting aneurysm of anterior cerebral artery is difficult at the initial angiographic examination (5,10), as the pathognomonic double lumen aspect is rarely found. The "string signs" and "rosette signs" are sometimes described and help to guide the diagnosis (14) . More common and non specific findings are dilatation, narrowing, pooling of contrast medium and occlusion of anterior cerebral artery. Our case harboured only a completely thrombosed saccular dilatation, and that is why dissecting aneurysm has been initially misdiagnosed. Large or giant saccular aneurysms 
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are frequently associated with thrombosis, but complete obliteration of the aneurysmal sac is uncommon (2). Moreover, any changing vascular lesions must lead to suspect a dissecting aneurysm. Indeed, some previous reports showed the evolving nature of dissecting aneurysms, which tend to resolve in few months (4,9).
Treatment
Ideal treatment of dissecting aneurysms in the anterior circulation remains controversial. Dissecting aneurysms revealed by haemorrhage can be effectively treated conservatively with a good outcome and a low rate of rebleeding. Surgical management is recommended if there is a high risk of rebleeding (11, 12) (rebleeding under conservative treatment, growing aneurysm, giant aneurysm or uncontrolled hypertension). Many surgical procedures have been proposed such as wrapping, trapping with or without bypass surgery or clipping of the aneurismal bulge (8). For dissecting aneurysm without haemorrhage, conservative treatment must be advocated, as the arterial wall is likely to spontaneously repairs in few weeks (7). In case of ischemic stroke, the use of anti-thrombotic therapy is advised (3). Surgery should only be performed if a haemorrhage occurs during the follow-up (13) . In the present case, the close radiological monitoring confirmed that the aneurysm significantly decreased in size. The patient experienced a good outcome and anti-thrombotic therapy was stopped when angiography confirmed healing of the arterial wall.
CONCLUSION
Dissecting aneurysm must be widely suspected in case of giant aneurysm. Repeated CT scan or MRI can help to guide the diagnosis by revealing dynamic changes in form or in size. Conservative treatment is recommended with good outcome. A B
